Introduction
A chalazion is a localized lipogranulomatous inflammation that affects the sebaceous glands, particularly the meibomian glands of the eyelids. It usually arises secondary to noninfectious obstruction of sebaceous gland ducts. 1, 2 Previous studies have revealed that chalazion is the most common inflammatory lesion of the eyelid. [3] [4] [5] [6] Although they seem easy to clinically diagnose, chalazions can simulate a number of benign, premalignant, and malignant lesions. It is always important to remember that some malignant neoplasms, particularly sebaceous cell carcinoma (SebCC), can be misdiagnosed as chalazion. 2, [7] [8] [9] [10] [11] A limited number of single case reports [8] [9] [10] [11] [12] or small series, 13, 14 discussing misdiagnosis of lesions masquerading as chalazion, have appeared in the literature. This present study was performed to determine the accuracy of the clinical diagnosis of chalazion and evaluate the importance of histopathological confirmation of the diagnosis in 1060 cases. (Figure 1a) . Of the 68 (6.4%) clinically misdiagnosed cases, 15 (1.4%) were found to be malignant, two (0.2%) premalignant, and 51 (4.8%) benign conditions. SebCC was the most commonly missed malignancy (12 cases, 1.1%) ( Figure 1b ) followed by basal cell carcinoma (BCC) (three cases, 0.3%) ( Table 1 ). SebCC represented 80% and BCC represented 20% of the misdiagnosed malignant cases. Premalignant lesions, which masqueraded as chalazion, were chronic inflammation with cellular atypia and mitotic figures (two cases, 0.2%) ( Table 1) . Examination of the medical records of these 17 cases with premalignant and malignant histopathologies revealed that only six (35.3%) had a clinical diagnosis of recurrent chalazion, of which two were atypical (one had ulceration on third occurrence, other had bleeding in second occurrence). The remaining 64.7% were primary cases, diagnosed as chalazion without any doubt. Ages of these 17 cases ranged from 27 to 73 years with a mean of 56.4713.8 years.
Materials and methods
Benign conditions, which were misdiagnosed as chalazion included different types of chronic inflammation (24 cases, 2.2%), seborrheic keratosis (four cases, 0.4%), epithelial inclusion cyst (four cases, 0.4%), pyogenic granuloma (four cases, 0.4%) (Figure 1c ), papilloma (three cases, 0.3%) (Figure 1d ), sebaceous gland hyperplasia (three cases, 0.3%), intradermal nevus (three cases, 0.3%), inflammatory granulomatous foreign body reaction (three cases, 0.3%), necrotizing granuloma (one case, 0.1%), dermatofibroma (one case, 0.1%), and hydrocystoma (one case, 0.1%) ( Table 2) . Thus the different types of chronic inflammation were the most commonly misdiagnosed benign lesions. 
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Discussion
Owing to the diversity of tissues that are present, many types of benign and malignant tumours can occur in the eyelids. 15 It is obvious that with a wide variety of eyelid lesions, clinical misdiagnosis cannot be completely avoided. Studies on the accuracy of the clinical diagnosis of eyelid lesions have revealed that clinical judgment could not provide 100% confidence. Of the clinically diagnosed benign lesions, 2% were found to be malignant upon histopathological evaluation by Kersten et al. 16 They suggested histopathological evaluation in all lesions, no matter how apparently benign they are. In another study, a discrepancy between clinical and histopathological diagnoses was noted in 16.2% of the eyelid lesions; 4.6% of these were clinically presumed benign conditions later proven to be malignant. 17 A chalazion is a benign inflammatory eyelid lesion, which shows slow and painless evolution. 1 The fact that it may clinically masquerade SebCC, an invasive malignant tumour of the eyelid, makes its histopathological diagnosis very important. Apart from SebCC, 7, 8 various eyelid tumours such as Merkel cell tumour, 9 desmoplastic malignant melanoma, 10 microcystic adnexal carcinoma, 11 and neurilemoma 12 have already been reported masquerading as chalazion.
Histopathological examination of a chalazion shows a lipogranulomatous reaction caused by liberated lipid. A connective tissue pseudocapsule is often present around the lesion. Chalazion may resemble the granulomas seen in tuberculosis, sarcoidosis, and cat-scratch disease.
1,2
Discrepancies between clinical and pathological diagnoses were found in 68 (6.4%) of our 1060 cases. In previous two studies, the clinical misdiagnosis rate was reported to be 33 out of 138 cases (23.9%) 13 and 21 out of 89 cases (23.6%).
14 Benign eyelid lesions confused with chalazion accounted for 4.8% of all our cases. This rate was reported as being 16.6% by Domarus et al 13 and 14.6% by Hollwich et al.
14 In our study, 17 cases (1.6%) misdiagnosed as chalazion had either malignant or premalignant histopathological diagnoses. This rate was 7.2 13 and 9.1% 14 in the two previous series mentioned above. In our clinic, even if there is no suspicion of the clinical diagnosis, all chalazion specimens are submitted for histopathological examination. This fact, along with the large number of cases included in our study, may explain the difference between our results and those of the previous studies.
Of the 15 missed malignant lesions, SebCC was the most common with 12 cases (80%), followed by BCC with three cases (20%). SebCC constituted 1.1% of all clinically diagnosed chalazion cases. Prognosis of this tumour is still regarded as being poor compared with most other malignant eyelid tumours, with a mortality rate second only to malignant melanoma. 7 The poor prognosis of SebCC is closely associated with its ability to masquerade as other benign or less invasive conditions, resulting in delayed diagnosis and treatment. A review of 40 SebCC cases revealed that eight cases (20%) appeared as recurrent chalazions. 18 Besides chalazion, SebCC can present as other clinical entities such as blepharitis, blepharoconjunctivitis, meibomitis, superior limbic keratokonjunctivitis, and BCC. 7, 15, 19 Thus the histopathological evaluation of these conditions is very important in the early diagnosis and treatment of SebCC. Factors associated with worse prognosis of SebCC other than misdiagnosis, such as tumour size X10 mm, duration of symptoms for more than 6 months as well as invasion of lymphatic channels, vascular structures, and the orbit, also prove the importance of early diagnosis. 15 Histopathological examination of chalazion specimens is generally recommended in cases with atypical symptomatology, recurrence, high patient age, unilateral therapy-resistant keratoconjunctivitis, and regional lymph node involvement. 13 Zurcher et al 7 emphasized the importance of biopsy in uncertain and suspicious inflammatory conditions that fail to respond to appropriate treatment as well as in all suspicious chalazions. In a case report of SebCC masquerading as a rapidly recurring chalazion, the importance of complete Clinical misdiagnosis of chalazion PÇ Ö zdal et al 137 surgical excision followed by histopathological examination in atypical eyelid lesions was stressed. 8 Since SebCC usually presents as a small firm nodule resembling chalazion 15 and 64.7% of the premalignant and malignant lesions misdiagnosed as chalazion were primary cases, we recommend submitting all chalazion specimens for histopathological confirmation. The cost of one histopathological examination is approximately 60 Canadian dollars (CAD). Evaluation of 1060 chalazion cases represented a cost of 63 600 CAD. Thus the unsuspected 17 malignant and premalignant lesions were discovered at a cost of 3741 CAD per lesion (63 600/ 17). This amount is much less than the cost of an exenteration (costs around 6000 CAD) and/or other treatment modalities for one metastatic SebCC patient. Beyond this, we all know that delayed diagnosis and treatment of SebCC may threaten the patient's life. Therefore, submission of all chalazion samples for histopathological evaluation is the most cost-effective and safest approach to avoid missing malignancies, particularly SebCC.
